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Patients with lung cancer usually have little chance of 
curative treatment and have a poor prognosis. Most lung 
cancers are of the NSCLC type, and a small but significant 
proportion of these patients may benefit from cis-platinum- 
based poly-chemotherapy in terms of survival and symptom 
palliation (7). A combination of mitomycin-C, ifosphamide 
and cis-platinum has been shown to give a response rate in 
28-39% of NSCLC patients (8,9). By using a similar regime 
described in this case report, a response rate of 53% has 
been observed in Hong Kong (10). The patient described in 
this case report has demonstrated stable NSCLC with 
excellent palliation from MIP chemotherapy. 
Dermatomyositis associated with malignancy is often 
refractory to standard treatment such as systemic cortic- 
osteroids. It has been shown that some of these resistant 
cases may be more responsive to u-globulin, azathioprine, 
chlorambucil, methotrexate, cyclosporine and cyclo- 
phosphamide (11). The response of dermatomyositis to 
the constituents of the MIP regime has not been reported 
previously although these cytotoxic drugs might have also 
exerted some immunomodulating effects. The similarity 
between cyclophosphamide and ifosphamide might also 
explain the efficacy of the MIP regime on the dermato- 
myositis, although altogether only eight doses of ifos- 
phamide had been given. Alternatively, the regression of 
the dermatomyositis might have been the result of pallia- 
tive radiotherapy. The improvement of dermatomyositis 
had been sustained until CT evidence of disease progres- 
sion, aqd it is, therefore, highly probable that the 
improvement of dermatomyositis was due to the control 
of the underlying NSCLC by’ the chemotherapy regime. 
This constitutes good circumstantial evidence for a casual 
association between NSCLC and dermatomyositis. The 
authors’ experience on this case suggests that intensive 
chemotherapy for underlying lung cancer may offer excel- 
lent palliation for dermatomyositis associated with lung 
cancers. 
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Introduction Case Report 
A case of an epithelialized lung abscess in a patient with 
non-Hodgkin’s lymphoma and chronic chest infection is 
In April 1993, a 52-year-old man was admitted with fever. 
reyiorted. The patient expectorated pulmonary abscess 
The patient was known from many previous admissions 
meinbranes lined with squamous epithelium and a para- 
with non-Hodgkin’s lymphoma which had developed into 
keya‘totic plug during thoracocentesis. 
paraproteinaemia and hyperviscosity syndrome treated 
with plasmapheresis, prednisolone and cyclophosphamide. 
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In 1991, the patient had presented with fever. An air-fluid 
interface was apparent in one and later in two cavities in the 
right lung on the chest radiographs. He was treated un- 
successfully with antibiotics. Repeated thoracocentesis and 
bronchoscopic drainage both failed to accomplish a cure. 
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At thoracotomy, multiple adhesions made resection and 
decortication impossible. In one of the cavities, a bronchial 
fistula was found and closed by suture. Postoperatively, 
there was continued secretion through the chest tube, and a 
bronchopleural fistula reappeared causing a chronic hydro- 
pneumothorax requiring permanent drainage. Two further 
attempts to close the fistula through bronchoscopy failed, 
but the two cavities eventually disappeared. The patient 
suffered recurrent pleural infections accompanied by 
purulent sputum. A wide range of micro-organisms 
were cultured from the drainage fluid. Systemic and local 
antibiotic treatment caused only temporary improvement, 
so the patient’s clinical condition deteriorated steadily. 
When the patient was admitted in April 1993 due to 
another infectious episode, the chest radiograph showed 
a new cavitary lesion in close proximity to the pleura 
posteriorly in the right lower lung field. As renewed anti- 
biotic therapy failed and serial chest radiographs showed 
a rising fluid level in the cavity, the clinical condition 
deteriorated further. Being no candidate for surgery, a 
thoracocentesis was performed. 
Guided by the chest radiograph, the cavity could be 
located with a thin gauge (i.m.) needle. With a 17 Fr gauge 
needle, 7.5 ml of green putrid pus could be aspirated. At 
lavage with saline in 50-ml aliquots, the first 50-ml of 
aspirate was haemmorrhagic. During aspiration, the patient 
started to cough and to complain of shortness of breath. 
The needle was withdrawn, but the patient collapsed. 
Despite immediate administration of oxygen and i.v. fluids, 
the patient became hypotensive, developed respiratory 
insufficiency, and required intubation. At intubation, 
several 2-5 cm long, soft, reddish/black tortuous mem- 
branous pieces of tissue and a 22 x 10 x 9 mm lobulated, 
ovoid, firm, white/greyish mottled plug were removed from 
the oropharyngeal cavity. 
With ventilator assistance and continued supportive 
treatment, the situation stabilized quickly. The patient 
became afebrile and made an uneventful recovery in 3 days. 
Culture from the aspirated pus showed pseudomonas and 
enterococci, and local and systemic antibiotic treatment 
was continued. 
For several months, the recurrent episodes of fever did 
not reappear. The patient survived for 18 months before 
succumbing to cachexia and infection. 
Microscopic examination of the specimens found in the 
mouth showed: 
(1) Tortuous, parakeratotic, squamous epithelial abscess 
membranes overgrown with large numbers of bacteria 
embedded in huge amounts of mucous, and 
accompanied by leucocytes. 
(2) The lobulated, mottled plug consisted of parakeratotic 
cells and small areas of highly differentiated parakera- 
totic, squamous epithelium. In addition, weak double- 
refracting material was found (Plate 1). 
Discussion 
In the lung, the granulation tissue bordering an empty 
cavity may become epithelialized with time (1). In this 
PLATE 1. Photomicrograph showing part of the parakera- 
totic squamous epithelial abscess membrane embedded in 
mucous and leucocytes, and overgrown with huge 
amounts of bacteria (bar= 100 pm). 
patient, there was at least 2.5 years of chronic infection with 
a wide range of micro-organisms which could have caused 
the metaplasia and parakeratosis found in the expectorated 
specimens. 
In the pre-antibiotic era, expectoration of membranes in 
long-standing abscesses was not uncommon (2,3), but only 
one case of an epithelialized lung abscess cavity has been 
reported in recent years (4). No reports of expectoration of 
parakeratotic plugs have been found. 
The authors would like to draw attention to the possi- 
bility of mistaking epithelialized membranes in sputum 
from patients suffering from long-standing infections for 
those found in patients suffering from malignant pul- 
monary diseases. The authors would also like to draw 
attention to the underestimated risks of thoracocentesis. 
The thoracentesis served to drain the abscess cavity and 
to remove the unsuspected ‘foreign bodies’. The para- 
keratotic plug and the abscess membranes must have been 
sloughed off from the wall of the abscess, and been expelled 
into the bronchial tree either by the aspiration or by the 
instillation of saline causing the patient to cough. They may 
have interfered with natural drainage through the fistula 
and bronchial tree, as the cavity remained empty for several 
months. Thus, the procedure must have been the major 
contributor to the long period during which antibiotic 
treatment and the permanent drainage sufficed to suppress 
infections. 
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